Discussion. The use of a planning model made it possible to tailor multifaceted strategies toward various domains and phases of behavioral change. The strategies will be further developed in programs of the Royal Dutch Society for Physical Therapy. Future studies should examine the use of measurement instruments as an integrated part of the process of clinical reasoning. The focus of future studies should be directed not only toward physical therapists but also toward the practice organization and professional associations.
M onitoring the health status of patients through the use of outcome measures is considered to be an aspect of good clinical practice in physical therapy. [1] [2] [3] The clinical guidelines of the Royal Dutch Society for Physical Therapy recommend the use of measurement instruments. Until now, this recommendation has been implemented in a passive way by mailing the clinical practice guidelines containing the measurement instruments. Despite the overall positive attitude of physical therapists, the daily use of outcome measures in physical therapist practice is remarkably low. 2,4 -8 In Europe and Australia, "implementation" is a common term for what in the United States is called "knowledge translation or exchange." In this article, the term "implementation," which means a systematic process in which innovations or changes of proven value become structurally embedded in professional practice, was used. It is well known that passive implementation strategies are not effective. 9, 10 Systematic reviews of the effectiveness of implementation interventions have shown that strategies should be targeted toward specific barriers to and facilitators of change that have been assessed in a thorough problem analysis of the target group and setting. 9, [11] [12] [13] [14] [15] [16] [17] [18] Although education is an important strategy, implementation should not be restricted to educational interventions for individual health professionals only. Factors concerning practice policy and organization, patients, and the measurement instruments themselves also are important. 4, 12 The Dutch Scientific College of Physiotherapy of the Royal Dutch Society for Physical Therapy has made a systematic approach to the implementation of outcome measures in daily practice a focal point of its policy. The aims of this case report were to develop and evaluate a systematic implementation plan for the use of 2 measurement instruments frequently recommended in Dutch physical therapy clinical guidelines: the PatientSpecific Complaints (PSC) instrument, 19 which is comparable to the Pain-Specific Functional Scale, 20 and the Six-Minute Walk Test (6MWT). 21 To meet our aims, we sought answers to 2 questions:
Which barriers and facilitators
contribute to the use of the PSC and 6MWT in physical therapist practice?
2. Which implementation strategies can be tailored to these barriers and facilitators and applied to physical therapist practice?
Target Setting
The implementation plan was aimed at physical therapists in private practice in the community. This group is the largest group of physical therapists in the Netherlands; they are easily accessible and are not restricted by complicated and formal institutional rules. It also appears that these physical therapists use fewer measurement instruments than their colleagues in hospitals and other institutions. 7
Development and Application of the Process
As a guideline for a systematic approach, the implementation model of Grol et al 10 was used. The 5 steps in this model and the methods used in this case report are shown in the Figure.
Step 1: Proposal for Improvement We focused on the implementation of 2 easily applicable measurement instruments that are frequently recommended in Dutch physical therapy guidelines. The first instrument was the PSC, a Dutch instrument that is comparable to the Pain-Specific Functional Scale. 19, 20 In both instruments, patients must list 3 activities and score them. Differences are the scoring method (visual analog scale versus numerical rating scale), the time frame on which the score is based (1 week versus 1 day), and the availability of a sample activity list in the PSC to help patients identify their main complaint. The second instrument was the 6MWT, which is used to assess the aerobic exercise capacity of a patient by measuring the walking track length in 6 minutes. 21 Step 
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questions were asked about perceived barriers and facilitators in the use of measurement instruments in daily practice. At the end of each interview, the topic list was presented to the interviewees, and additional relevant items could be indicated. The barriers and facilitators identified were ordered in various domains: the physical therapist, the organization, patients, and the measurement instruments themselves. The number of interviews was estimated at between 15 and 20, and the interviews were stopped when a saturation of data was reached. 22 Step 3: Development of Implementation Strategies The information from step 2 guided the selection of both the type and the specific content of the implementation strategies developed; a planning model for the process of change was used. 10, 16 In addition, a literature survey on how to select and tailor strategies to the information from the problem analysis was performed. Until now, not many implementation studies have been based on a problem analysis. Therefore, studies about the effect of implementation on general health were used. The results from both the literature search and the interviews were discussed with the project group (experts in the field of guideline implementation) and a sounding board (the interviewed physical therapists). Subsequently, implementation strategies were selected and developed.
Steps 4 and 5: Testing and Evaluation of the Implementation Plan
In the literature, recommendations were made about testing interventions initially in small groups, in which active education and professional support seemed to be effective in improving physical therapists' attitudes and adherence. 4, 23, 24 Therefore, pilot testing of the implementation plan was undertaken with 2 groups of physical therapists from 4 physical therapist practices. The evaluation focused on feasibility and readjustment of the strategies developed. The results of the first pilot program were used to make adjustments in the second pilot program. It was not our intention to evaluate the effectiveness of the strategies, but the 
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therapists were asked whether their knowledge, attitudes, and use of measurement instruments had changed.
Outcome
Step 2: Problem Analysis All of the physical therapists who were invited for the interviews attended the interviews. After 11 interviews with 13 physical therapists, a saturation of data was reached, and the interviewing was stopped. The physical therapists, whose ages ranged from 22 to 54 years (medianϭ43), were interviewed in the southern region of the Netherlands. Their working experience varied from 2 to 30 years (medianϭ21), and the number of colleagues in the practice varied from 1 to 11 (medianϭ6). The interviewed physical therapists specialized in different areas. The report of the interview was sent to each therapist for member checking, and the reports were all in agreement.
The 13 therapists indicated that they were familiar with the PSC and 6MWT, but less than half of them indicated that they used these measures. Almost all interviewed physical therapists were motivated to use the instruments and were convinced of the additional value. Barriers and facilitators reported in the interviews are summarized in Table 1. In the sounding board, discussions about the identified barriers and facilitators took place. During these discussions, some physical therapists were very honest and admitted that they did not use the measurement instruments as often as they claimed. Because of the gap between claiming to use and actually using the instruments, the physical therapists made a commitment to use the PSC and 6MWT for 1 month and then discuss their experiences in a subsequent meeting. In the second meeting, they indicated that the instruments 
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were useful in daily practice. For example, 1 therapist previously thought that he could not use the instruments because his patients only wanted therapy and no measurements; however, the patients appreciated the use of the measurement instruments and asked him to use them regularly to monitor their progress. These experiences led to the identification of new barriers and facilitators, which made the implementation a cyclic process.
Step 3: Development of Implementation Strategies There is no consensus about the best general implementation strategy. 9, 17, 25, 26 It is clear, however, that active, multifaceted strategies tailored to a problem analysis are the most effective. 13, 16, 18, 24 In addition, different models of behavioral change are recommended, but there is no agreement about which model should be used. 10,12,14 -16 Grol and colleagues 10,16 described a planning model for the process of change in which different theories of behavioral change are integrated to induce changes in professional behavior. Table 2 shows various domains, phases of behavioral change (orientation, insight, acceptance, change, and preservation of change), and specific implementation goals. On the basis of this information, we tailored the outcome of the problem analysis to the appropriate implementation strategies. The definitive strategies, resulting from the project group and sounding board discussions, were 
critically evaluated and readjusted several times. An overview of these strategies is shown in Table 2 .
To improve the feasibility of using the PSC and 6MWT, we made several adjustments:
• The instructions were slightly adjusted to improve interpretation.
• The original PSC was developed for patients with low back pain, and the sample activity list contained activities with which only those patients would have difficulties. A list of sample activities was made for patients with other disorders.
• The visual analog scale of the original PSC was replaced with an 11-point numerical rating scale. Practical use by the physical therapists and information from the literature revealed that this scoring method was more feasible for some (older) patients. 27 Changing the visual analog scale to a numerical rating scale did not change the principle of the test; the scoring methods are highly correlated. 28 A numerical rating scale also is used in the PainSpecific Functional Scale. 20 A self-analysis list was developed to provide insight into and selfawareness of barriers and phases of behavioral change. This list was based on a questionnaire on the selfreported use of outcome measures in physical therapy and was obtained, along with other items, from the problem analysis. 7 It contained 3 sections with questions concerning the phases of change for the physical therapist, the organization and its policy, and an inventory of the actual use of measurement instruments in daily practice. A few examples of questions from sections 1 and 2, rated on a Likert scale, are shown in the Appendix. The self-analysis list was pretested by the physical therapists of the sounding board and was used as a guide for the education module.
An education module focusing on the physical therapist and the practice organization was developed. The aims of the education module were to provide insight into the use of measurement instruments and phases of behavioral change, to optimize the use of the PSC and 6MWT in the process of clinical reasoning, and to fit the use of the PSC and 6MWT to practice policy. The education module consisted of 3 sessions of 2.5 hours. The first 2 sessions were planned to take place within 1 month, and the last session was planned to take place after 2 months. The program was not completely determined in advance but was tailored to the professionals. Active teaching methods, such as discussion and role playing, were used in a coaching style instead of a teaching style. We expected the attendees to show an active learning attitude, initiative, and responsibility.
Steps 4 and 5: Testing and Evaluation of the Implementation Plan
Pilot testing and evaluation of the implementation plan were undertaken. The adjusted instruments, the self-analysis list, and the education program were tested with 2 groups of physical therapists from 4 private practices in the community. The first group consisted of colleagues from the same practice (nϭ11); the second group consisted of colleagues from 3 different practices (nϭ10). After each session, the process and the program were evaluated orally; after the third session, an evaluation form was filled out.
The strategies developed could be applied to physical therapist practice. The evaluation of the adjusted measurement instruments was positive. The adjusted instructions were easier to interpret, and the additional activity lists were useful for determining treatment goals. The selfanalysis list appeared to be valuable because physical therapists became aware of their own barriers in daily practice. The link with their phases of behavioral change was revealing and stimulated them to use the instruments in daily practice. Working with heterogeneous groups made it difficult to accommodate the individual barriers of the physical therapists but, on the other hand, they could learn from one another.
After the evaluation of the first pilot education program, the second program was adjusted at several points. The program became more fixed in advance. In the first session, attendees began to devise a practice policy. Individual learning goals were discussed, and homework tasks were checked. More time was allocated for practical rehearsal of the tests. The outline of the final education program is shown in Table 3 .
All of the physical therapists appreciated the active teaching methods, discussions, and role playing during training. Developing a practice policy was an issue of major importance, especially for the preservation of change. During busy daily practice, the therapists never took the time to discuss these matters.
The physical therapists indicated that they were interested in practicing with other instruments besides the PSC and 6MWT and would appreciate sets of short, feasible, and methodologically sound instruments. At the last meeting, most physical therapists indicated that they actually used both instruments.
Discussion
In this report, we have shown that it is possible to develop and evaluate a systematic implementation plan for the use of 2 measurement instruments. A thorough analysis was used to identify practical barriers and facilitators. In the interviews and discussions, we could continue asking
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about underlying thoughts and possible solutions and strategies. In this way, the problem analysis produced a larger amount of information than earlier reports, in which only written inquiries were used. 4 -8,29 -31 The revealed factors matched the barriers and facilitators described in the literature. 4,6 -8,29,30,32 Many studies 2,4 -8,14,29 -32 have focused on identifying the extent of use of measurement instruments as well as factors that affect that use.
We took the additional steps of developing various strategies based on these factors and evaluating their applicability in a pilot program in several physical therapist practices. The involvement of a sounding board during the development phase guaranteed interest in and acceptance of the implementation strategies by the target group. 12, 14, 15 Starting education with self-analysis provides therapists with the opportunity to formulate their own learning goals, and trainers can tailor strategies to the professionals as well as the organization. This approach has been recommended in other studies. 13, 18 Using the planning model of Grol and colleagues 10, 16 for the process of change, we were able to tailor multifaceted strategies to various barriers and phases of behavioral change. In this way, a change in behavior was initiated. The physical therapists indicated that they used the measure- 
ment instruments more often, and they were convinced that doing so contributed to the process of clinical reasoning. For the preservation of change, more time is needed.
It is evident that quality improvements should start with small, simple projects. 23 This case report involved a small group of selected physical therapists in the southern region of the Netherlands; therefore, generalization of the results is unjustifiable. Further studies and additional designs with other measurement instruments are needed to evaluate the effects of implementation strategies.
Our recommendations for the policy of the Royal Dutch Society for Physical Therapy are as follows. First, information about measurement instruments should be disseminated through publication in professional journals, newsletters, and guidelines. This strategy represents the orientation phase, in which awareness of the existence and use of measurement instruments is an important issue. The information should not be restricted to the measurement instruments alone but also should focus on how to use and interpret the results of the instruments in daily practice. Second, educational opportunities should be offered for physical therapists to increase their knowledge and skills regarding the use of these and other measurement instruments in the process of clinical reasoning, with attention to behavioral change. This education should be included in mainstream physical therapist schools. Third, the measurement instruments should be embedded in the future electronic patient dossier.
The actual use of measurement instruments should not be the only objective in implementation programs.
The integration of the instruments in the process of clinical reasoning is of major importance. Therefore, future programs should focus not only on the physical therapist but also on the practice organization and professional associations.
